Objective: To investigate changes in the use of coping styles in response to early symptoms of mania in cognitive-behavioural therapy (CBT), compared with psychoeducation, for bipolar disorder.
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Clinical Implications
• Coping style should be targeted as a mechanism of change in BD.
• Positive impacts on coping styles support the use of psychoeducation as a cost-effective means of improving adaptive coping.
Limitations
• BD-II is underrepresented.
• Self-report measures are dependent on patient insight and the ability to detect prodromal symptoms.
A highly recurrent mental illness, BD poses a considerable burden on affected people. While pharmacotherapy is the first line of treatment, treatment success is moderate. Adjunctive psychosocial interventions have positive additional impacts. 1 Psychoeducation, CBT, family therapy, interpersonal psychotherapies, and collaborative care are all empirically supported psychosocial treatments for BD. 2 The psychosocial interventions for BD share many common elements, but also some key differences. 3 With regard to CBT and psychoeducation, both teach patients about BD, how to recognize prodromes, and what coping mechanisms to use to manage symptoms. 3, 4 However, CBT adds cognitive and behavioural techniques, such as cognitive restructuring, behavioural activation, and activity scheduling, in a personalized, individual treatment. Psychoeducation, in contrast, is provided in a standardized group format with a specific focus on education.
As CBT tends to be longer, more tailored to the person, and more elaborated than psychoeducation in terms of cognitive and behavioural techniques, it may be hypothesized to be more effective. However, in an RCT, CBT and psychoeducation produced equivalent benefit. 5 Among 204 patients with BD, there were no statistically significant differences in the risk of recurrence of mania or depression over 72 weeks based on whether participants received 6 weeks of group psychoeducation or 20 weeks of individual CBT. Completion and dropout rates were comparable across treatments, but psychoeducation was administered at a much lower cost. Given the surprising equivalence in clinical benefit, further exploration of treatment similarities and differences is required to better understand the mechanisms of action.
Among the shared targets of CBT and psychoeducation is education about self-monitoring to help patients learn to detect early warning signs at the behavioural and cognitive levels and initiate adaptive coping responses. In this line of research, Wong and Lam 6 investigated common coping mechanisms in BD and developed the CIPM. Patients were found to use 4 categories of coping mechanisms: stimulation reduction, problem-oriented coping, seeking professional help, and denial or blame. 6, 7 Interventions psychosociales pour le trouble bipolaire et la modification du style d'adaptation : résultats cliniques semblables, mécanismes semblables?
Objectif : Rechercher les changements d'utilisation des styles d'adaptation en réponse aux premiers symptômes de manie dans la thérapie cognitivo-comportementale (TCC), comparativement à la psychoéducation, pour le trouble bipolaire.
Méthode : Les données ont été tirées d'un essai randomisé contrôlé comparant la TCC avec la psychoéducation. Un sous-échantillon de 119 participants a rempli l'inventaire d'adaptation aux prodromes de manie et les évaluations de symptômes avant le traitement, et 72 semaines plus tard.
Résultats : La TCC et la psychoéducation étaient associées à des améliorations semblables du fardeau des symptômes. Les deux traitements produisaient aussi des améliorations équivalentes de la réduction de stimulation et des styles d'adaptation axée sur les problèmes, mais aucun changement statistiquement significatif de l'acceptation de comportements de recherche d'aide. Une interaction des traitements a montré qu'une réduction du déni et du blâme n'était présente que dans le traitement par TCC.
Conclusions : La TCC et la psychoéducation ont des effets semblables sur les styles d'adaptation pour les prodromes de la manie. Font exception le déni et le blâme, qui ne répondent positivement qu'à la TCC, ce qui ne se traduit pas par un meilleur résultat. Étant donné le changement semblable des styles d'adaptation et du fardeau de l'humeur, enseigner aux patients comment adopter des moyens de s'adapter aux symptômes de manie peut être un mécanisme de changement partagé par la TCC et la psychoéducation.
Numéro d'enregistrement de l'essai clinique : NCT00188838
While pretest analyses from the RCT comparing CBT and psychoeducation supported the psychometric properties of the CIPM and described the coping styles used prior to treatment, 7 treatment impacts on coping styles have not been examined. Given the similar attention to coping in psychoeducation and CBT, similar levels of learning may take place. Our report is a subanalysis of the data from the CBT, compared with psychoeducation, study investigating changes in the use of coping mechanisms among patients receiving either CBT or psychoeducation.
5
Method
Participants
A subgroup of 119 participants is included in our study, encompassing all participants who completed the assessment of coping styles at the end of the study. Participants included in the analyses did not differ on sociodemographic characteristics, manic or depressive symptoms, or baseline coping style, compared with those who were not included. The average age was 42.3 years (SD 9.7). Participants had a diagnosis of BD-I (73.1%) or BD-II (26.9%), confirmed with the Structured Clinical Interview for the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition. 8 There was no difference between BD-I and BD-II on symptoms, sociodemographic characteristics, or baseline coping styles, with the exception of seeking professional help, which was more common in BD-I, as expected, owing to a profile of full manic episodes requiring hospitalization.
Procedure
A detailed description of the study is provided elsewhere. 5 Participants were randomized to individual CBT or group psychoeducation for BD. Psychoeducation consisted of 6 didactic 90-minute sessions drawn from a published manual. 9 Topics included illness recognition, treatment approaches, and coping strategies, culminating in the creation of personal action plans for depression and mania. CBT consisted of 20 individual 50-minute sessions from a published manual. 10 Content included psychoeducation on BD, goal-setting, early warning sign identification, a relapse action plan, and additional strategies, such as activity scheduling, behavioural self-monitoring, stimulus control, and cognitive restructuring. Our study was approved by the institutional ethics board at each participating medical centre, and written informed consent was obtained from all participants.
Measures
We used the following validated assessment tools: LIFE scale scores for mania or hypomania and depression 11 and the CIPM. The LIFE is a semistructured interview and weekly retrospective rating system for depressive and manic or hypomanic symptoms. It uses a 6-point scale ranging from no symptoms (low score) to severe syndromal symptoms (high score). The CIPM 6 is a 23-item, self-report scale that assesses 4 types of coping responses to prodromes of mania, including stimulation reduction, problem-directed coping, seeking professional help, and denial or blame. Respondents rate the frequency with which they use each coping strategy on a scale of 1 (never) to 4 (all the time). The CIPM has been validated among patients with BD.
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Results
There were no significant differences between the CBT and psychoeducation groups based on sociodemographic or clinical characteristics ( Table 1) . As in the main outcome study, 5 this sample replicates the equivalence in weekly symptom levels in CBT and psychoeducation groups. Average weekly symptom scores for the first 20 weeks of the study were compared with averages for the last 20 weeks of the follow-up period. A significant time effect shows a decline in manic symptoms (F = 11.389, df = 1/117, P = 0.001), with no treatment interaction (F = 0.444, df = 1/117, P = 0.51). A similar time effect is observed for depressive symptoms (F = 14.042, df = 1/117, P < 0.001), with no group interaction (F = 1.659, df = 1/117, P = 0.20). There was no interaction between treatment groups for the quantity of pharmacotherapy based on the Intensity of Somatotherapy Index score (F = 0.982, df = 1/117, P = 0.32).
Endorsement of coping styles before and after treatment is presented in Figure 1 . Significant time effects show that the use of stimulation reduction increased significantly in both CBT and psychoeducation conditions (F = 19.48, df = 1/113, P < 0.001), with no treatment interaction (F = 0.009, df = 1/113, P = 0.93). A similar result was found for Problem-Directed Coping, with a significant time effect (F = 28.20, df = 1/110, P < 0.001), but no interaction (F = 0.625, df = 1/110, P = 0.43). There was no change over time in either treatment in the endorsement of seeking professional help (F = 0.014, df = 1/86, P = 0.91), and there was no treatment interaction (F = 0.751, df = 1/86, P = 0.39). A different profile was found for denial or blame: although the time effect showed a significant decline (F = 9.13, df = 1/107, P = 0.003), a significant interaction showed that this decline was due to the CBT condition (F = 7.01, df = 1/107, P = 0.009).
Discussion
After either CBT or psychoeducation, patients with BD increased their use of stimulation reduction and problemdirected coping styles in response to prodromal manic symptoms. There was no change in the disposition to seek professional help, which is not surprising given that all subjects had a physician and had enrolled in a clinical trial Figure 1 . Changes in the endorsement of coping style (CIPM) and symptom burden (LIFE) before and after treatment, by treatment condition. Error bars represent the standard error of the mean. condition. Error bars represent the standard error of the mean. Figure 1 . Changes in the endorsement of coping style (CIPM) and symptom burden (LIFE) before and after treatment, by treatment condition. Error bars represent the standard error of the mean. condition. Error bars represent the standard error of the mean. involving professional help to enhance coping. In contrast, only patients undergoing CBT reduced their use of blame or denial to explain their manic symptoms. These results can be interpreted in the context of the similarities and differences between CBT and psychoeducation treatment approaches.
All psychosocial interventions for BD include instruction in coping with the disorder. 3 Both CBT and psychoeducation teach patients to identify prodromes and enact response behaviours to prevent relapse. 8, 9 Target behaviours include reducing stimulation, contacting health care providers, and problem solving using cost-benefit analysis. Cognitive restructuring, that is, identifying and challenging dysfunctional beliefs, is specific to CBT 3 and would be expected to reduce blame and denial of illness. The treatment interaction for denial or blame confirms that CBT was administered as intended and that CBT reduces cognitive distortions, although this did not translate into improved clinical outcomes.
While psychosocial interventions for BD have demonstrated impacts on relapse prevention and symptom reduction, it is important to begin identifying the shared and differential mechanisms of change. 1 The cognitive dysfunction often accompanying BD may compromise adaptive coping, leading to further relapses and progressively worse cognitive impairment. 12 This illustrates the importance of explicitly teaching patients symptom identification and adaptive coping, as reflected in the common focus across interventions. Early detection has been suggested as a possible therapeutic ingredient for mania, 1 while early symptom detection and problem solving skills training have been suggested as key benefits of family-focused psychotherapy. 13 Based on these findings, improved coping may be among the shared mechanisms of change across treatments.
Study limitations include recruitment primarily from academic medical centres and an underrepresentation of BD-II, limiting generalizability. Another limitation is the self-report assessment of coping; adding observer-rated assessments may provide more objective measures of the behavioural manifestations of coping, independent of insight and ability to detect prodromes.
In summary, our study demonstrated that both CBT and psychoeducation have significant impacts on manic prodrome coping styles. As with the full trial comparing psychoeducation to CBT in BD, no differences in relapse rates or time to relapse were seen between treatments. However, both interventions helped patients learn to reduce stimulation and use problem-directed coping strategies.
Given the equivalent change in these coping styles and mood burden, coping style modification may be a shared mechanism of action of CBT and psychoeducation.
